
upon the greater of a prospectively determined, procedure-specific flat fee determined by the 
agent?' or a prospectively determined. procedure-specific percentage of usual and customary 
charges.The flat fee reimbursement $ \ , i l l  cover:procurement costs: all hospital costs from 
admission to dischargeforthetransplantprocedure; total physician costsfor all physicians 
pro\ providing servicesduringthetransplanthospital s tay includingradiologists.pathologists, 
oncologists,surgeons.etc.The flatfee reimbursementdoes not include pre  and post
hospitalization for the transplant procedure or pre-transplant evaluation. If the actual charges 
are lower than thefee,theagencyshallreimburseactualcharges.Reimbursement for 
approvedtransplantproceduresthat are performedout-of-state \vi11 bemade i n  thesame 
manner as reimbursement for transplantproceduresperformed in the commonweatlh 
Reimbursement for covered kidney andcorneatransplants is at the allowed Medicaidrate. 
Standards for coverage of organ transplant services are i n  (12VAC30-50-540 through -570)  
Attachment 3.1 E. 

n dec 
98-08TN No. Approval date -c ..; 1998 Effective Date 07-0 1-98 


Supersedes 

-PiNo. 97-23 




Effective  

2 .  	 physician’s services whether furnished in theoffice.thepatient'shome. a hospital. skilled 
nursing facility or elsewhere. (continued) 

L .  Breast reconstruction/prostheses following mastectomy andbreast reduction 

I .  prior reconstruction andIf authorized, breast surgery prostheses ma! be 
covered following the medically necessary complete or partial removal of' J 

breast for anymedicalreason.Breastreductionsshall be covered. i f  prior 
authorized, for all medically necessary indications. Such procedures shall  be 
considered non-cosmetic. 

7 reconstruction2 Breast or for reasonsenhancementscosmetic shall not be 
covered. Cosmetic reasons shall be defined as those which are not medicall>. 
indicated, or are intended solely to preserve, restore, confer, or enhance the 
aesthetic appearance of the breast. 
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State of VIRGINIA 

NARRATIVE FOR THE AMOUNT, DURATION AND SCOPE OF SERVICES 

. .6 .  Medical licensed practitioners within the scope of their practice as defined by Statecare by other 
L a w .  


A. Podiatrists'Services. 

1.  Covered servicesdefinedreasonablenecessaryPodiatry are as and diagnostic, 
medical, or surgical treatment of disease. injury, or defects of the human foot. These 
servicesmustbewithinthescopeofthelicenseofthepodiatrists'professionand 
defined by State law. 

3 Thefollowingservicesarenotcovered:preventivehealthcare,includingroutinefoot 
2 

care; treatment of structural misalignment not requiring surgery; cutting or removal 
of corns, warts, or calluses; experimental procedures; acupuncture. 

3 .  	 TheProgrammayplaceappropriatelimitsonaservicebasedonmedicalnecessity 
andor  for utilization control. 

B. Optometrists'Services. 

optometric proceduresexamination services1. 	 Diagnostic and treatment and by 
ophthamologists optometrists, and opticians, as allowed by the Code of Virginia and 
by regulationsoftheBoardsofMedicineandOptometry,arecoveredfora]] 
recipients.Routinerefractionsarelimitedtoonce in 24 monthsexceptasmay be 
authorized by the agency. 

C. Chiropractors'Services. 

1 .  provided.Not 
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3 .  	 For home health aideservices patients may receive up to 3 2  visits annuall!,. Limits 
shall be perrecipient,regardless of the number of providersrenderingservices 
Annually shall be defined as July 1 through June 30 for each recipient. 

D. Medicalsupplies.equipment,andappliancessuitablefor use in thehome. 

I .  General andrequirementsconditions. 

necessary suppliesequipmenta. 	 All medically medical and shall be covered. 
Unusual amounts, types, and duration of usage must be authorized by DMAS i n  
accordance withpublishedpoliciesandprocedures.Whendetermined to be 
cost-effective by DMAS, payment may be made for rental of the equipment i n  
lieu of purchase. 

providers adhere DMAS' laws,b. 	 DME shall to all applicable policies, and 
regulationsfordurablemedicalequipmentandsupplies.DMEprovidersshall 
alsocomplywith all otherapplicableVirginialawsandregulationsrequiring 
licensing,registration, or permitting.Failure to complywithsuchlawsand 
regulations shall result in denial of coverage for durable medical equipment or 
supplies which are regulated by such licensing agency or agencies. 

supplies pursuantaC. DME and must be furnished toCertificate of Medical 
Necessity (CMN) (DMAS-352). 

d. 	 A CMN shallcontainaphysician'sdiagnosisofarecipient'smedicalcondition 
and an order for the durable medical equipment and supplies that are medically 
necessary to treat the diagnosed condition and the recipient functional limitation. 
The order for DME or supplies must be justified in the written documentation 
either on the CMN or attached thereto. The CMN shall be valid for a maximum 
period of six months for Medicaid recipients 21 years of age and younger. The 
maximum valid time period for Medicaid recipients older than 2 1 years of ageis 
12 months.ThevalidityoftheCMNshallterminatewhentherecipient's
medical need for the prescribed DME or supplies ends. 

e.DMEmust be furnishedexactlyasordered by the amendingphysicianonthe 
TheCMN and any verifiable mustCMN. supporting documentation be 


complete (signed and dated by the physician) and in the provider's possession 

within 60 days from thetimetheorderedDMEandsuppliesareinitially 

furnished by the DME provider.EachcomponentoftheDMEmustbe 

specifically ordered on the CMN by the physician. For example, the order must 

specify IV pole, pump, and tubing. A general order for IV supplies shall not be 

acceptable. 


CMN shall altered,
amendedf. 	 The not be changed, or after the attending
physician has signed it. If changes are necessary, as indicated by the recipient's 
condition, in the ordered DME or supplies, the DME provider mustobtain a new 
CMN. New CMNs must be signed and dated by the attending physician within 
60 days from the time the ordered supplies are furnishedby the DME provider, 
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NARRATIVE FOR THE AMOUNT, DURATION AND SCOPE OF SERVICES 

0 
2' 	 DMAS shall havetheauthoritytodetermine a different(fromthosespecified above)

length of time a CMN may be valid based on medical documentation submitted on the 
CMN.TheCMN may be completedbythe DME providerorother healthcare 
professionals,but i t  mustbesignedanddated by theattendingphysician.Supporting 
documentation may be attached to the CMN but the attending physician's entire order 
must be on the CMN. 

h .  The provider a of CMN supporting verifiableDME shall retain copythe and all 
documentation on file for DMAS' post payment audit review purposes. DME providers 
shall not create nor revise CMNs or supporting documentation for this senice after the 
initiation ofthepostpaymentreviewauditprocess.Attendingphysicians shall not 
complete, nor sign and date CMNs once the post payment audit review has begun. 

7 Preauthorization is requiredforincontinencesuppliesprovided in quantitiesgreater than two 
2 

cases per month. 

3. 	 Supplies,equipment, or appliancesthatare not coveredinclude,butare not limited to, the 
following: 

Space equipment,asroom cleaners,a. 	 conditioning such humidifiers, air air 
conditioners; 

b. 	 Durablemedicalequipmentandsuppliesforany hospital or nursingfacilityresident, 
exceptventilatorsandassociatedsuppliesfornursingfacilityresidents thathave been 
approved by DMAS central office; 

C .  	 Furniture or appliances not definedasmedicalequipment(suchasblenders, bedside 
tables,mattressesotherthan for ahospitalbed,pillows,blankets or otherbedding, 
special reading lamps, chairs with special l i f t  seats, hand-held shower devices, exercise 
bicycles, and bathroom scales); 

d .  	 Items thatareonlyfor therecipient'scomfortandconvenience or for theconvenience of 
those caring for the recipient (e.g., a hospital bed or mattress because the recipient does 
not have a decent bed; wheelchair trays used as a desk surface;) mobility items used i n  
addition to primary assistive mobility aide for caregiver's or recipient's convenience (i.e., 
electric wheelchair plus a manual chair); cleansing wipes; 

e. 	 Prosthesis,exceptforartificialarms,legs,andtheirsupportivedeviceswhich must be 
preauthorized by the DMAS central office (Effective July 1, 1989); 

f. 	 Itemsandserviceswhicharenotreasonableandnecessaryfor the diagnosisortreatment 
of illnessorinjury or to improve the functioning of a malformed body member (for 
example,dentifrices;toiletarticles;shampooswhichdo notrequireaphysician's 
prescription; dental adhesives; electric toothbrushes; cosmetic items, soaps, and lotions 
which do not require a physician's prescription; sugar and salt substitutes; and support 
stockings; 

L F r -~-9 
1 .  .. . g Orthotics, braces, andincluding splints, supports; 
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11. Homeor \.chicle modifications; 

I .  Items not suitable for or notused primarily i n  thehomesettins(i.e..carseats, 
equipment to be used while at school, etc.); 

J .  Equipment the function is vocationallyeducationall\., (i.e..that primary or related 
computers, environmental control devices, speech devices, etc.); 

of blood glucose for \\.omen,-1. 	 For coverage meterspregnant refer to supplement 3 to 
Attachment 3.1 A & B. 

5 Reserved 

6. The equipment and supply must provide the andmedical \,endor equipment supplies as 
prescribed by thephysician on thecertificateofmedicalnecessity.Orders shall notbe 
changed unless the vendor obtains a new certificate of medical necessity prior to ordering or 
providing the equipment or supplies to the patient. 

7. 	 Medicaidshallnotprovidereimbursementtothemedicalequipmentandsupply\'endor for 
servicesprovidedpriortothedateprescribed by thephysician or priorto the dateofthe 
delivery or whenservicesare notprovided in accordance wit11 publishedpoliciesand 
procedures. If reimbursement is denied for one of these reasons, the medical equipment and 
supply vendor may not bill the Medicaid recipient for the service that was provided. 

8 	 The followingcriteriamust be satisfiedthroughthe submission ofadequateand verifiable 
documentation satisfactory to the Department. Medicall>, necessary DME and supplies shall 
be: 

a .  ordered by the physician on the cmn 
b. a reasonableandnecessary part oftherecipient'streatmentplan; 

recipient's medicalC. 	 consistent \\.it11 the diagnosis and condition par t icular  the 
functional limitations and symptoms exhibited by the recipient; 

d. 	 not furnishedsolelyfortheconvenience,safety or restraint oftherecipient,the 
family, attending physician or other practitioneror supplier; 

e .  consistent with generally professional standardsaccepted medical (i.e., not 
experimental or investigational); and 

f.furnished at a safe,effective,andcosteffective level suitablefor use i n  therecipient's 
home environment. 

9. 	 Coverageofenteralnutrition(EN)whichdoes notincludealegenddrugshall be limitedto 
when the nutritional supplement is the sole source form of nutrition, is administered orally or 
through a nasogastric orgastrostomytube,and is necessarytotreat a medicalcondition. 
CoverageofENshall not includetheprovision ofroutineinfantformulae. A nutritional 
assessment shall be required for all recipients receiving nutritional supplements. 
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narrative FOR THEAMOUNT, duration AND SCOPE OF SERVICES 

F. The following services are not covered under the home heatlh services program: 

1. Medical social services; 

2. 	 Services or items which would not be paid for if provided to an inpatient of a 
hospital, such as privateduty nursing services, or items of comfort which have no 
medical necessity, such as television; 

3. Community food service delivery arrangements; 

4. 	 Domestic orhousekeeping services which rn unrelated to patient care and which 
materially increase the time spent on a visit; 

5 .  	 Custodial care which is patient care that primarily quires  protective services rather 
than definitive medical and skilled nursing care; and 

6.  Services related to cosmetic surgery. 

A. Not provided 

9. 
J 

A. 	 Reimbursement for induced abortions is provided in only those cases in which there would be 
a substantial endangerment of health or life to the mother if the fetus were carried to term. 

8.  	 Clinic services means preventivediagnostic, therapeutic, rehabilitative, or palliative i t e m s  or 
-ices that: 

1 .  are provided to outpatients: 
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